Case report
A 61·year·old woman presented with a generalized pruritic eruption which had developed over a 3-month period. There had been two similar episodes in the past, the first 25 years ago clearing within 8 months and the second 3 years ago clearing within 5 months. There was no past history of atopy but a strong family history was evident. She had for several years been taking polythiazide 0.5 mg daily for ankle swelling, and for 4 years verapamil 40 mg twice daily for 'palpitations'.
On examination she was of fair complexion, with hyperlinear palms, fine hair and demonstrated Dennie-Morgan folds. The nails were normal. There were extensive sheets oferythema with smooth, shiny, uniform, flat-topped papules of brownish-red hue over her trunk and limbs. Scattered excoriations were present particularly on the buttocks <Figure 1). The face, flexures and lower limbs distal to the mid-thighs were spared, with striking sparing under the watch strap and compressed skin folds. We described this latter appearance as the 'deck-chair sign'2 <Figure2).
Investigations revealed profound lymphopenia (342 and 5041mm3; normal range 1500-3500), OKT 467/mm3 and OKT s 25/mm 3 (normal ratio). An eosinophilia was found of 1512/mm 3 (normal range 0-440), the IgE was raised ranging from 299 to 987 units/ml (normal range <81) and there was a positive IgE RAST of moderate signiflcance to mixed tree pollens. Skin biopsy showeda normal epidermis; the upper and mid-dermiscontained a moderately severe perivascular chronic inflammatory cell infiltrate consisting of lymphocytes, plasma cells, eosinophils and a few hiatiocytes. Normal or negative investigations included: immunoglobulins, circulating immune complexes,C3, C4, C·reactive protein, rheumatoid factor, thyroid function tests, syphilis serology, stools for ova and parasites, erythrocyte sedimentation rate, routine biochemistry, chest X-ray, abdominal ultrasound and bone marrow biopsy.
Verapamil and polythiazide were discontinued without benefit. There was a poor response to bed-rest, topical steroids and antihistamines. The eruption persisted for 9 months before resolution, during which time there were acute exacerbations with marked pruritis, confluent erythema and papules.
Discussion
The 5 cases previously reported were all males aged 57-77 years. Four out of the 5 had eosinophilia and 4 lymphopenia (2 marked and 2 borderline). The patient without eosinophilia had a normal lymphocyte Count. Only one patient had a past history and a family history of atopy. All the patients had similar clinical features and skin histology to the patient we now describe.
Journal of the Royal Society of Medicine Volume 81 March 1988 171 We believe that this dermatosis is a separate disease entity. The episodic nature and striking sparing of the skin creases tempt us to think that it may be due to an as yet unidentified circulating factor. A case is reported of an insulin-dependent diabetic with longstanding malabsorption due to pancreatic insufficiency who developed ichthyosis and asymptomatic hyperkeratotic papules and nodules. Low levels of vitamins A and E were found. The skin lesions responded following the correction of the vitamin A deficiency.
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Case report A 56-year-old man was referred to the dermatology department with a 6·month history of asymptomatic papules and nodules on his limbs. He had been an insulin-dependent diabetic for 25 years and had suffered many of the complications of this disorder, including proliferative retinopathy, peripheral vascular disease, autonomic neuropathy, peripheral neuropathy with trophic ulcers of the feet and osteomyelitis of the tarsal bones. He eventually required a left mid-thigh amputation for gangrene.
In 1965 he developed intermittent nocturnal diarrhoea which was investigated in 1966 and again in 1974. Steatorrhoea was documented, but all other investigations, which included xylose absorption, pancreatic exocrine function studies, barium meal and followthrough and jejunal biopsy, were normal. There was no symptomatic improvement on a gluten-free diet and finally his diarrhoea was attributed to diabetic autonomic neuropathy. He was treated with oxytetracycline with some improvement in his symptoms and has continued on this for the last 10 years. In 1975 he developed biochemical osteomalacia and was treated with calciferol. Over the last 12 months the bouts of nocturnal diarrhoea had become more frequent and severe, resulting in considerable weight loss and distress.
At the time of presentation to the dermatology department, examination of the skin revealed generalized hyperpigmentation and xerosis. Large dark brown ichthyotic scales covered the extensor surfaces of the forearms and the right shin. Pigmented hyperkeratotic papules were observed over the elbows and extensor surfaces of the forearms, the buttocks and the lateral aspect of the right thigh. Many of the lesions were clustered around bony prominences. The lesions over the lower limbs, however, were nodular with erythematous bases and a central crater filled with keratinous material (Figure 1) . Several forearm papules were biopsied and histological examination showed moderate hyperkeratosis with distension and distortion of the upper part of the hair follicles by a large plug of keratinous debris. In some sections there 
